shortage of vascular surgeons, but if we diminish the number of training programs by centralizing cases, what trainee will want to go to a hospital where the vascular surgeons refer complex aortic cases elsewhere? Such a policy will certainly result in fewer training programs, unless the fellows at the low-volume hospitals are shipped out for months at a time to the high-volume hospitals. But we all agree we must do what is best for our patients.
include likely inferior patency rates compared with open surgery, risk of embolization, possible occlusion of the superficial or deep femoral artery secondary to the intervention, stent fracture with acute occlusion, difficulty with endovascular access at the site of a previously placed CFA stent, and possibly more extensive surgery after a stent has been inserted and occludes compared with repair of an unstented CFA. The authors seem somewhat biased against surgery as they repeatedly quote a complication rate of common femoral endarterectomy as being 15%, with infection rates as high as 31% and hematoma and seroma rates in 22% of cases.
I believe that in a few years, endovascular treatment may be shown to be the preferential treatment of many if not most CFA occlusive lesions. However, I strongly doubt that balloon angioplasty alone (with or without drug coating) will yield reasonably good long-term results in treating these lesions because of the frequent "popcorn" calcifications associated with these lesions. A combination of debulking atherectomy and drug-eluting stents may prove to be the way to go as stent designs improve. Currently, I hesitate to treat isolated CFA lesions with stents because of the concerns mentioned. But some day.
Spontaneous visceral artery dissection may be more dangerous than we think
Strategy for the Treatment of Spontaneous Isolated Visceral Artery Dissection
Yamaguchi H, Murata S, Onozawa S, Sugihara F, Hayashi H, Kumita S. Eur J Radiol 2019;6:9-15.
Study design:
This was a single-center retrospective review from 2005 to 2016. Key findings: There were 47 patients identified with spontaneous isolated visceral artery dissection: 37 in the superior mesenteric artery and 10 in the celiac artery.
In the 25 asymptomatic patients (incidental finding of visceral artery dissection), none were hospitalized and none developed abdominal symptoms or complications. Follow-up computed tomography angiography (CTA) showed no changes in 88% of patients and complete remodeling or improvement in 12%.
In the 22 symptomatic patients, 16 were treated conservatively, with improvement in 87% of patients on CTA and complete remodeling in 13%. In patients with true lumen stenosis, antiplatelet agents were administered for 6 months and heparin was administered if there was thrombus in the true lumen. Six other patients were stented for organ ischemia at presentation (one patient) or later during hospitalization (five patients). Symptomatic patients had more periarterial fat stranding, branch vessel involvement, and longer dissections on CTA than asymptomatic patients (P < .05).
Conclusion: Symptomatic patients with spontaneous isolated visceral artery dissection should be hospitalized because some may develop organ ischemia or aneurysm formation. Endovascular treatment is feasible when organ ischemia develops.
Commentary: None of us are surprised that the authors recommend hospitalization for symptomatic patients with spontaneous isolated visceral artery dissection, especially because most or all of them will present to the emergency department. I agree with the authors' recommendation that they remain hospitalized and fast until symptoms resolve. I would not push these patients out of the hospital quickly just because we are under pressure to do so. When intervention is not planned, controversy persists about whether to treat these patients with anticoagulation alone, antiplatelet agents alone, or both. I am not aware of randomized trials, although carotid artery dissections can now safely be treated with only antiplatelet agents. My personal bias is to treat asymptomatic patients with incidentally found visceral dissections with aspirin 81 mg daily. For symptomatic patients who do not undergo intervention, I prefer to be aggressive and to administer full anticoagulation and clopidogrel for 3 to 6 months (assuming there are no contraindications to this regimen) and then aspirin 81 mg daily for life. I observe these patients with serial duplex ultrasound examinations 1 week after discharge and then at least every 3 months until the dissection has clearly stabilized or improved.
Do not do carotid endarterectomies on weekends

Weekend Effect in Carotid Endarterectomy
O'Donnell TF, Schermerhorn ML, Lian P, Li C, Swerdlow NJ, Wang GJ, et al. Stroke 2018; 49:2945-52. Study design: A review was conducted of the Vascular Quality Initiative between 2003 and 2018. Key findings: Of 86,123 carotid endarterectomies (CEAs), 1562 were performed during the weekend: 0.7% of asymptomatic patients vs 3.1% of symptomatic patients. In both asymptomatic patients and patients presenting with stroke (but not transient ischemic attack [TIA] ), weekend operations were associated with higher risk of stroke/death and prolonged length of hospital stay compared with patients who underwent CEA during the week.
Conclusion: Weekend CEAs in asymptomatic patients and patients who presented with stroke were associated with higher rates of stroke/death and prolonged length of stay, but these adverse outcomes were not realized in patients who presented with TIAs. Weekend CEA should be avoided in asymptomatic patients and symptomatic patients presenting with stroke, whereas expedited CEA on the weekend should be considered after TIA.
